This rare congenital malformation is a round or oval opening between the ascending aorta and the main pulmonary artery above the semilunar valves. It is practically impossible to differentiate this malformation from a patent ductus arteriosus clinically because both malformations may present the same physical, fluoroscopic, roentgen and electrocardiographic findings. Even angiocardiography and cardiac catheterization do not differentiate these congenital malformations. The authors have studied 2 patients with aortic septal defects. One was operated at another clinic for a suspected patent ductus arteriosus, and the other case presented here was diagnosed by retrograde aortography.
THE DIAGNOSIS of congenital aortic
septal defect is one of the most difficult in the field of congenital malformations of the heart. Fortunately, it is one of the rarer malformations. A thorough review of the literature has revealed 24 reported cases.
During the past four years, we have encountered 2 cases of aortic septal defect. One, a 9 year old white male who presented findings of a patent ductus arteriosus, was operated upon elsewhere and no ductus was found. We believe that the case presented below is the first instance of an aortic septal defect diagnosed preoperatively by means of retrograde aortography, which was first introduced for visualization of the aorta and its branches, by Castellanos and Pereiras.'
REPORT OF Fluoroscopic and roentgen-ray examinations performed after the bronchopneumonia had cleared, revealed a moderate enlargement of the transverse diameter of the heart with a straightening of the pulmonary area and with a definite hilar dance ( fig. 1) . The left oblique view ( fig. 2) showed a moderate enlargement of the inflow tract of the left ventricle. An electrocardiogram ( fig. 3) showed a left axis shift in the standard leads, a horizontally shaped heart in aVL and aVF and no evidences of heart strain in the precordial leads. A stethogram showed a continuous murmur in pulmonary area. (The stethogram was taken and read by Dr. A.
Luisada.)
An angiocardiogram in the left oblique view showed reopacification of the pulmonary artery after the filling of the aorta; although these fiiidirig,,s were compatible with the diagnosis of a patent ductus arteriosus, the presence of a systolic and diastolic murmur at such a young age (31 months), and the recent experience with a 9 year old child who failed to show a patent ductus at operation, led us to believe that this patient might have an aortic septal defect. Since the patient was too young to have catheterization performed, and since catheterization does not differentiate aortic septal defect from patent ductus arteriosus, retrograde aortography was done. Five cc. of a 70 per cent Diodrast solution was injected into the left axillary artery and several films were taken. Figure 4 shows the dye entering the pulmonary artery from the aorta just above the semilunar valves. There is no evidence of a patent ductus arteriosus. A film, taken one second later, shows the entire heart filled with Diodrast. 
1)IAGNOSIS OF AORTIC SEPTAL DEFECT

